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V 000 INITIAL COMMENTS V 000

 This was a federal ESRD [CORE]  recertification 

survey.

Survey Dates:  October 7, 8, 13, 14, and 15, 2015

Facility #:  012876

CCN #:  152653

Survey Census:

In-Center:  106

Total:  106

Sample:

RR:  10

Total:  10

Summit City Dialysis is in compliance with the 

Conditions for Coverage 42 CFR Part 494 for 

End-Stage Renal Disease Facilities.

QR: KH, R.N.
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